We conducted a retrospective cohort study of adult obstetric and gynecologic surgical patients who underwent repair of iatrogenic cystotomy and subsequent cystogram at a single institution between January 2006 and July 2018. We excluded patients with a preoperative diagnosis of genitourinary fistula or urethral diverticulum, prior bladder injury, or known anatomic urogenital abnormality. Descriptive statistics were used to analyze and describe cohort characteristics. RESULTS: Two hundred thirty-six cases met inclusion criteria. Mean age was 46.8 years (range 21-87). Mean duration of post -operative catheterization was 12 days (range 3-31). Mean cystotomy size was 2.95 cm (range 0.1-10). Most cystotomies were located at the bladder dome (49.6%). The remainder were at the bladder base (25%), trigone (14.4%), or were not reported (11%). Fifty-four (22.9%) cystotomies occurred during cesarean sections while 182 (77.1%) during gynecologic procedures. There were 5 abnormal cystograms (2.1%) performed an average of 14.7 days after initial injury. Four of these (80%) were complicated cystotomies in the bladder trigone or base and one was a 4.5-centimeter cystotomy at the bladder dome, which was repaired in a single layer. Abnormal cystography prompted prolongation of catheterization by 9-21 days after which 3 of the 5 (60%) had normal repeat testing. The remaining 2 patients went on to develop genitourinary fistulae despite prolonged catheterization. Interpositional flaps of peritoneum, omentum, or epiploic appendages were utilized in 35 (14.8%) patients, none of whom had abnormal cystography or developed genitourinary fistula. Among patients with normal postoperative cystography, 3 (1.3%) subsequently represented with genitourinary fistula despite a negative result. Of these patients, 2 (66%) had trigonal cystotomies, and the remaining patient (33%) had an injury to the bladder base adjacent to the vaginal cuff at the time of cesarean hysterectomy. CONCLUSION: Cystogram has limited utility following the majority of cystotomy repairs. Most abnormal cystograms could have been predicted based on the complexity and location of the initial injury. Therefore, we propose that post-cystorrhaphy cystogram be performed following complex bladder injuries or those involving the trigone or bladder base. Negative cystogram results do not eliminate the potential for a possible fistula.
MATERIALS AND METHODS:
We conducted a retrospective cohort study of adult obstetric and gynecologic surgical patients who underwent repair of iatrogenic cystotomy and subsequent cystogram at a single institution between January 2006 and July 2018. We excluded patients with a preoperative diagnosis of genitourinary fistula or urethral diverticulum, prior bladder injury, or known anatomic urogenital abnormality. Descriptive statistics were used to analyze and describe cohort characteristics. RESULTS: Two hundred thirty-six cases met inclusion criteria. Mean age was 46.8 years (range 21-87). Mean duration of post -operative catheterization was 12 days (range 3-31). Mean cystotomy size was 2.95 cm (range 0.1-10). Most cystotomies were located at the bladder dome (49.6%). The remainder were at the bladder base (25%), trigone (14.4%), or were not reported (11%). Fifty-four (22.9%) cystotomies occurred during cesarean sections while 182 (77.1%) during gynecologic procedures. There were 5 abnormal cystograms (2.1%) performed an average of 14.7 days after initial injury. Four of these (80%) were complicated cystotomies in the bladder trigone or base and one was a 4.5-centimeter cystotomy at the bladder dome, which was repaired in a single layer. Abnormal cystography prompted prolongation of catheterization by 9-21 days after which 3 of the 5 (60%) had normal repeat testing. The remaining 2 patients went on to develop genitourinary fistulae despite prolonged catheterization. Interpositional flaps of peritoneum, omentum, or epiploic appendages were utilized in 35 (14.8%) patients, none of whom had abnormal cystography or developed genitourinary fistula. Among patients with normal postoperative cystography, 3 (1.3%) subsequently represented with genitourinary fistula despite a negative result. Of these patients, 2 (66%) had trigonal cystotomies, and the remaining patient (33%) had an injury to the bladder base adjacent to the vaginal cuff at the time of cesarean hysterectomy. CONCLUSION: Cystogram has limited utility following the majority of cystotomy repairs. Most abnormal cystograms could have been predicted based on the complexity and location of the initial injury. Therefore, we propose that post-cystorrhaphy cystogram be performed following complex bladder injuries or those involving the trigone or bladder base. Negative cystogram results do not eliminate the potential for a possible fistula.
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95 Risk factors predicting the loss of functional independence after obliterative procedures for pelvic organ prolapse
Obstetrics and Gynecology, University of Florida-Jacksonville, Jacksonville, FL OBJECTIVES: To determine the risk factors associated with loss of functional independence after obliterative procedures for pelvic organ prolapse (POP).
MATERIALS AND METHODS:
The American College of Surgeons (ACS) National Surgical Quality Improvement Program (NSQIP) database was used to collect data on women who underwent obliterative vaginal procedures from 2011-2016, based on the current procedural terminology (CPT) codes for LeFort Colpocleisis (57120) and vaginectomy (57110). Women who were not functionally independent prior to the procedure and those with unknown discharge destination were excluded from the analysis.
Women undergoing a concomitant hysterectomy were identified using CPT codes 59260 to 59294. The criteria for loss of functional independence was a transition of a preoperative functional independent status to a dependent status (discharge to a post-care facility) or death within 30-day postoperative period. Demographic data and peri-operative variables were abstracted and compared between women with postoperative loss of functional independence to the rest of the cohort. Descriptive summaries were frequencies and percentages for categorical variables and mean and standard deviation was for continuous variables. The Pearson's Chi-square test (or Fisher's exact test) were utilized to compare the categorical data, and Wilcoxon rank sum test for the continuous variables. Multivariate regression analysis was utilized to determine factors associated with loss of functional independence. P value of <0.05 was considered significant. RESULTS: A total of 1,847 women were included in the analysis. A loss of functional independence was noted in 50 of the 1,847 women (2.6%). Of these, nine (18%) women underwent a concomitant hysterectomy. Majority of the women were whites (84%). The women who suffered loss of functional independence were older than those who were independent postoperatively (mean age 79.3 yrs., SD 7.47 vs 76.7 yrs., SD 8.08 respectively). The factors that were associated with postoperative loss of functional independence were age >80 yrs. (p¼0.043), ASA class (p¼0.02), duration of procedure (p<0.001), length of stay (p<0.001), and postoperative UTI (p¼0.010). On multiple logistic regression analysis, age >80 yrs. (OR 2.774, 95% CI 1.394-5.520), ASA class >3 (OR 2.252, CI 1.071-4.739) and length of stay >5 days (OR 15.188, 95% CI 6.222-37.073) remained significantly associated with an increased risk of loss of functional status. CONCLUSION: Age >80 years, higher ASA class, and length of stay are associated with an increased risk of loss of functional status after obliterative procedure for pelvic organ prolapse. Consideration of these factors during the operative decision-making process may help improve outcomes in this cohort.
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Logan Blankenship: Nothing to disclose; Meadow Good: Nothing to disclose; Carmen Smotherman: Nothing to disclose; Shiva Gautam: Nothing to disclose; Ruchira Singh: Nothing to disclose. POP (pessary or surgery) and a composite of the two. Informed consent was obtained and surveys with validated questionnaires (PFDI-20, ISI, PISQ-IR, PGI-I) were used to assess pelvic floor symptoms, patient satisfaction and improvement. RESULTS: Three hundred thirty-three women met criteria. Mean age and BMI were 43 (+5.3) years and 27.9 (+5.8) kg/m 2 , respectively. The majority of women had a preoperative POP-Q stage of 2 (50.2%) or 3 (47.1%). A total of 29.1% (97) patients had an abdominal colpopexy and 70.9% (236) had a vaginal colpopexy. Patients who underwent abdominal colpopexy were more likely to have had a prior hysterectomy (20.6% vs 4.2%, p<.001) while the vaginal group was more likely to undergo concurrent hysterectomy and anterior repair (94.1% vs 78.4%, p<.001 and 66.5% vs 10.3%, p<.001, respectively). The composite recurrence rate was 32.0% (31) in the abdominal group and 24.2% (57) in the vaginal group (p¼.15), with a retreatment rate of 10.3% (10) in the abdominal group and 5.9% (14) in the vaginal group (p¼.16). The survey response rate was 45% (149) with a median response time of 2880 (1146-5540) days. The majority of patients (80.5%) reported prolapse improvement, which did not differ by colpopexy approach. However, more women in the abdominal group reported satisfaction with their surgery (100% vs 89.8%, p¼.02). 26.8% (40) of women complained of a pelvic floor symptom (pain, bowel and/or bladder) and this did not differ by colpopexy approach. The composite recurrence rate in respondents was 13.7% (7) in the abdominal group and 15.3% (15) in the vaginal group (p¼.80) with an overall retreatment rate of 5.9% (3) in the abdominal and 5.2% (5) in the vaginal group (p¼.85). CONCLUSION: For women 49 years of age, 1 in 3 will experience subjective POP recurrence and/or retreatment after apical prolapse surgery but only 5-10% will undergo retreatment. There does not appear to be a difference in the incidence of recurrence between the vaginal and abdominal routes of surgery. While 1 in 4 women report pelvic floor symptoms postoperatively, the majority report high satisfaction rates.
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